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poor South Africa is compared with other 
countries.
ESTIM ATES OF NATIONAL INCOME AND 
INCOME PER  HEAD (POST WAR)
Country
Australia (1923) 
Canada (1922) 
U.S.A. (1919)
South Africa (1923)
Aggregate Income.
£430 million 
$4,000 million 
$66,800 million 
£186 million
Income per head 
of population.
£78
$450 or £100 
$637 
£26
The Bantu exists at the lowest economic 
level in a country which compares very un­
favourably with other countries in regard to 
the income per head of population.
The effect of the constitutional make-up in 
determining the incidence of disease in the 
Bantu will not be discussed for there is at 
present very little information to hand about 
the differences between the European and the 
Bantu. Mention may be made of the fact that 
research in this subject is now under way at 
the Medical School.
From the analysis made above, however, we 
can conclude the following facts :—
(1) The vast majority of the Bantu are living 
under unfavourable conditions in respect of 
diet, sanitation and dwellings.
(2) The main cause for this is poverty.
(3) Their ill-health can, to a great extent, 
be explained by poverty.
(4) In order to have a healthier South 
African native we must first look to the 
economic welfare of this section of the people 
who can then be accordingly instructed.
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CLINICAL CASES.
1.
A RARE CONGENITAL ABNORMALITY 
OF THE HEART.
By JOHAN MALHERBE.
Students of the Witwatersrand University 
Medical School enjoy the unique privilege of 
performing autopsies at the Government 
mortuary. While thus engaged, it was' my 
good fortune to encounter what afterwards 
proved to be one of the rarest congenital car­
diac abnormalities, viz., a bilocular heart. 
This heart was removed from a one month old 
female native infant who had been “coughing 
and ill for three days ” before she died. Death 
had occurred suddenly and, on examination, 
was found to be due to insufflation pneumonia 
caused by the marked feebleness of the infant. 
Externally there was nothing to suggest that 
anything was the matter with the heart as it 
lay in situ, apart from the presence of abund­
ant pericardial exudate and marked congestion 
of the coronary vessels. Only on removal of 
the heart and incising it did I realise that the 
specimen was not normal. At this time I 
thought that the anomaly might only be a 
deficiency of the septum membranaceae. 
When I showed it to Dr. Gillman he immedi­
ately recognised the true nature of the 
abnormality and I then rushed over to the 
mortuary to retrieve the great vessels of the 
head, neck and body,, but, unfortunately, the 
body had already been removed.
This abnormal heart is shown in Figs. 1 and 
2. These figures reveal that the heart consists 
of only two chambers, an atruim and a ven­
tricle. The papillary muscle of the atrio­
ventricular value (Fig. 2) imperfectly divides 
the ventricular cavity.
In the thin-walled atrium (Fig. 2) there is 
absolutely no evidence of any septum. Only 
two veins enter this atrium at its opposite 
poles. These are the systemic and pulmonary 
veins. The atrium in its turn opens into the 
left recess of the ventricle by a bi-valved 
passage.
From the right upper portion of the ven­
tricle an arterial trunk issues (Figs. 1 and 2) 
which divides into a large systemic artery and 
a smaller pulmonary artery. The entrance to 
this truncus arteriosus is guarded by a tr i­
cuspid valve. The ductus arteriosus was not 
defined.
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This description, I think, makes it apparent 
that the differentiation of the heart had ceased 
very early in development. The stage of 
development reached is ontogenetically clearly 
that of a five weeks’ embryo (vide Figs. 3 and 
4). Phylogenetically it represents the fish 
stage of cardiac evolution.
F ig  1 po ste rio r  a s p e c t .
pole of the atrium. From the atrium the 
blood passes to the ventricle, thence into the 
truncus arteriosus'. Not only was the blood 
in the pulmonary artery unsaturated, but the 
systemic blood was similarly only partially 
aerated. It would have been of interest to 
have determined what compensatory changes
s y s t . VN
F ig  3 . POSTERIOR ASPECT OF THE HEART
OF A 5 WEEKS [lO m.rn.J HUMAN EMBRYO.
F i g .  4. HEMlSECTION OF THE HEART Of THE EMBRYO 
TO SHOW THE INTERIOR OF ITS DORSAL WALL
The course of the circulation in this case had taken place in the blood as a result of this
should prove extremely interesting. Arterial anomaly, i.e., whether there was a poly­
blood coming from the lungs enters the one cythsemia present, increased or diminished
pole of the atrium and mixes with the venous haemoglobin, etc.
blood coming from the body via the opposite A review of the literature demonstrates that
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this present anomaly is very rare. Only five 
similar cases have been mentioned. The first 
case was described by Wilson as far back as 
1798. Recenty Prof. M. R. Drennan has de­
scribed the case of a 4 year old South African 
male child with atria freely communicating 
through a patent foramen ovale, absence of 
interventricular septum and a common truncus 
arteriosus (S.A.M.J., Aug., 1926). The causa­
tion of the anomaly I have described appears 
to be due to an idiopathic termination of 
development and differentiation in utero. Its 
rarity justifies its description in “ The Leech” 
by this short note. _____
2.
A CASE OF OVARIAN PREGNANCY.
By HILDE GINSBERG.
At 9 p.m. on 8th August, 1934, a young 
married woman, aged 28, was' brought into 
Casualty complaining of “Severe pain in the 
right iliac fossa.”
History of Present Condition—
The pain started suddenly at about 10 a.m. 
that morning as a diffuse pain over the whole 
of the lower abdomen and at 2 o’clock in the 
afternoon it became localised to the right iliac 
fossa. It was stabbing in nature, and present 
constantly with exacerbations up to the time 
of admission. She felt the pain least when 
lying quietly on her back. Movement and deep 
breathing aggravated the condition.
During the course of the afternoon, a pain 
developed between the shoulder blades. It 
was also stabbing in nature and present con­
stantly, being aggravated by movement.
She had had nothing to eat that day; at 12 
noon she vomited about two tablespoonfuls of 
watery material, and since then on sitting up 
she experiences a feeling of nausea.
She complained of no headache or cough. 
Past History—
She has had no previous illnesses, and no 
pregnancies. Her menstrual cycle was regular 
occurring every 28 days, lasting 4 days; pain 
being present for the first two days only, loss 
copious with clots. Her last period came on 
the 5th July, 10 days before it was due,, lasting 
only 2 days'. She has never had any inter- 
menstrual discharge.
Family History—
Her mother died in childbirth when the 
patient was still a child. Otherwise there is 
nothing of significance in the family history.
She has been married for six months and her 
husband is perfectly well.
Habits—
Appetite—poor.
Alcohol—nil.
Tobacco—nil.
Bowels—open freely twice a day.
Micturition — verv painful just before and 
1)2—3
during the a c t --------
N. nil.
Physical Examination—
She is a young adult female, lying quietly in 
bed with her legs drawn up. She looks' ill and 
is obviously in pain. She is not jaundiced nor 
is she very pale.
Temperature—98° F.
Pulse—100 (in casualty).
86 (in ward after admission).
Tongue—clean and moist.
Thorax—N.A.D.
Abdomen—Slightly distended ;
Movements on respiration restricted;
No rigidity.
Guarding of lower half of right rectus 
muscle.
Tenderness' over the whole of the lower 
abdomen, but especially in right iliac 
fossa. The maximum point of tender­
ness was over the right internal abdom­
inal ring.
Hyperaesthesia over the right iliac fossa 
being most marked along the line of 
Pouparts’ ligament. No shifting dull­
ness was elicited. Action of the right 
psoas muscle aggravated the pain in 
the right iliac fossa.
P.V.—Size of uterus doubtful. No mass 
detected.
No tenderness of cervix and it was freely 
moveable.
Left tube normal.
Right tube not felt, owing to great tender­
ness of the right fornix.
There was a thick, white discharge on the 
examining fingers.
Laboratory Findings—
Catheterised speciment of urine: No abnor­
mal constituents detected.
Diagnosis—
She was admitted to the ward as a case of 
salpingitis. This diagnosis was subsequently 
altered to one of subacute appendicitis, for 
which the patient was operated upon on the 
10th August, at 8 a.m. (i.e., within 48 hours 
of the onset of the pain).
At operation the pelvic peritoneal cavity was 
found to contain blood and blood clot.
